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Parti 

Introduction 

1. A police service, and our criminal justice system, need the confidence of 
the public in order to function properly and efficiently. The Saskatoon 
Police Service acknowledges that its investigation of the death of Neil 
Stonechild and its handling of the concerns of the family of Neil 
Stonechild should have been better. 

2. The detailed examination by this Commission of the conduct of the 
Saskatoon Police Service investigation of the death of Neil Stonechild has 
been very difficult for the Saskatoon Police Service and its members. But 
the Saskatoon Police Service agrees that examination was necessary, 
and believes that it has already been beneficial to it, and to the 
community. Mistakes were made. The Saskatoon Police Service has 
learned from them and has already made some changes to its policies 
and procedures to try to prevent the happening of the same in the future, 
and looks forward to this Commission’s report and recommendations as 
to what additional matters it can and should do to improve itself and to 
provide better service to this community. The Saskatoon Police Service 

is confident that the report and recommendations of this Commission will 
go a long way in helping the Saskatoon Police Service improve the 
services it offers to the citizens of this community. 
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Part II 

Submission 

3. There are four areas that the Saskatoon Police Service wishes to 
address: 

(a) Brief comments regarding the original Saskatoon Police Service 
investigation; 

(b) Brief discussion as to the evidence of several witnesses, and in 
particular, Jason Roy and Dr. Emma Lew; 

(c) Concerns raised over the Saskatoon Police Service Issue Team; and 

(d) Improvements and changes made by the Saskatoon Police Service 
since 1990, and recommendations that the Saskatoon Police Service 
submits that the Commissioner may wish to consider. 

(a) Brief Comments Regarding the Original Saskatoon Police 
Service Investigation 

4. In his evidence, Deputy Chief Dan Wiks, on behalf of the Saskatoon 
Police Service, acknowledged that the investigation by the Saskatoon 
Police Service of the death of Neil Stonechild was inadequate. During his 
testimony on January 8 and 9, 2004, Deputy Chief Wiks reviewed the 
investigation and pointed out those parts that, in his view, had been 
conducted properly, and those that had not. 
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5. In summary, Deputy Chief Wiks testified that, in his view, it would likely 
have been very helpful had either a Morality or a Major Crime Investigator 
been directed to attend at the scene. He also testified that there should 
have been a better search of the scene, especially relating to the missing 
shoe of Neil Stonechild. There should have been better follow-up with a 
number of witnesses and certain leads. Following from that there should 
have been an explanation of how some of the conclusions were arrived 
at. (For example, the elimination of “the Pratts” as suspects.) 

6. It is not clear exactly what happened, but there should have been more 
consideration given to the request of Sergeant Keith Jarvis to have the 
file transferred to Major Crime. Further, it is common knowledge that the 
early days of an investigation are the most important, and as such the file 
ought not to have been permitted to sit uninvestigated for several days 
while Sergeant Jarvis was on days off. Finally, it appears that the file had 
been prematurely closed, and that little or no review of that decision was 
in fact made. 

7. More comments will be made about policy and procedure in the section 
entitled “Improvements and Changes made by the Saskatoon Police 
Service since 1990, and Recommendations that the Saskatoon Police 
Service Submits that the Commissioner May Wish to Consider” 
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(b) Brief Discussion as to the Evidence of Several Witnesses, 
and in particular, Jason Roy and Dr. Emma Lew 

8. The first term of reference given to this Commission was to inquire into 
any and all aspects of the circumstances that resulted in the death of Neil 
Stonechild. To that end, this Commission examined those circumstances 
in detail hearing many days of testimony from numerous witnesses, who 
were examined and cross-examined. The Commission also had the 
benefit of the extensive RCMP investigation prior to the Commission, and 
further investigations conducted by the Commission through its counsel 
prior to and during the hearings. 

9. Numerous theories were propounded and possibilities were raised. 
Unfortunately, it seems to the Saskatoon Police Service, despite all these 
efforts, no clear picture emerged as to exactly what happened after Jason 
Roy and Neil Stonechild parted. 

10. The Saskatoon Police Service will leave detailed discussion and 
arguments about evidence and its meaning to other parties to this 
Commission, but does wish to comment briefly on some aspects of 
several witnesses, mostly Jason Roy and Dr. Lew. 
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11. The evidence of Jason Roy is important because he was the last known 
person to have contact with Neil Stonechild. The Saskatoon Police 
Service submits that this Commission should consider the following 
points: 

• his evidence at the time by means of his written statement to 
Sergeant Jarvis was not the same as the evidence he ultimately 
gave to this Commission in significant respects. 

• there is a significant possibility that Jason Roy was the victim of the 
phenomena Dr. Steven Richardson described as “filling in”. As well, 
Dr. John Yuille testified that memory does not generally improve over 
time, and one should be suspicious of memory that does improve 
over time, absent some explanation. 

• as noted, Jason Roy’s evidence changed significantly from 1990 to 
that given to this Commission. But an examination of what he said 
to other witnesses over time indicates that his evidence seems to 
have changed “incrementally”. This was described in the application 
of the Saskatoon Police Service to call Dr. Jim Arnold, which 
application was heard on January 9. Those points will not be 
repeated here since they appear in the transcript. 

• before this Commission, Jason Roy testified that he saw Neil 
Stonechild in the back of a Saskatoon Police Service car in 
handcuffs with blood running down his face and a gash on his nose. 
But, Dr. Lew testified that in her opinion, based upon an examination 
of close-up photographs prepared by the University of Saskatchewan 
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Anatomy Department 1 , that the injuries to Neil Stonechild’s nose 
were caused perimortem, that is at or about the time of his death, 
and therefore it would have been impossible for Jason Roy to 
actually have seen what he appears to believe he saw. 

Furthermore, there was no evidence to substantiate the significant 
bleeding Jason Roy described. 

as to the handcuffs, it is submitted that the evidence of Gary 
Robertson was completely refuted by Dr. Lew’s evidence. Her 
examination of the marks on Neil Stonechild’s right hand, as 
depicted in the enlarged photographs prepared by the University of 
Saskatchewan Anatomy Department, led to her conclusion that the 
marks were not consistent at all with handcuffs, but are consistent 
with post mortem clothing marks. In fact, Dr. Lew testified that there 
is visible within the marks themselves a pattern consistent with the 
weave of cloth, and not the smooth metal of handcuffs. Further, the 
mark is not consistent with handcuff marks in terms of placement on 
the hand and the fact that in the area at the base of the thumb there 
is an indent on either side of a highpoint at the base of the thumb, 
but no mark whatsoever on that highpoint. Thus, while the evidence 
of Gary Robertson at one time appeared important, it is apparent 
that his conclusion or assumption that the injuries to Neil 
Stonechild’s nose or the marks on his wrist were caused by 
handcuffs is simply wrong. 


1 Unfortunately Dr. Dowling, Dr. Adolph and Dr. Fern did not have the 
benefit of seeing the close-up photographs prepared by the University of 
Saskatchewan Anatomy Department at the time they testified because no one 
appears to have thought of having such prepared until suggested by Dr. Lew, 
Dr. Rao and Dr. Matshes in November of 2003. 
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(c) Concerns Raised over the Saskatoon Police Service Issue 
Team 

12. Over the course of the Inquiry, concerns were expressed regarding the 
Saskatoon Police Service Issue Team and the fact that Saskatoon Police 
Service did consult with experts about some aspects of the Neil 
Stonechild matter. 

13. As Deputy Chief Wiks testified, the Saskatoon Police Service had never 
been through an Inquiry of this sort before. The Saskatoon Police 
Service therefore created a body which became known as the “Issue 
Team”. Its primary functions were to identify, locate and provide to 
Commission Counsel any information and documentation required for this 
Commission, to do prepatory work that the Saskatoon Police Service 
needed in order to ready itself for the Commission hearings, to deal with 
security and safety matters for this Commission in conjunction with the 
RCMP and Commission Counsel and to develop communication plans 
both internally and externally. In that regard, it established liaison 
mechanisms with the RCMP and the Saskatoon City Police Association 
with respect to its members. As part of its functions it attempted to 
identify any issues that might arise or that should be raised in relation to 
this Commission, and it did also act as a “sounding board” in respect to 
various matters. 

14. As a result of various ideas raised by the Issue Team, and various 
requests made by Commission Counsel, the Saskatoon Police Service 
generated a large number of reports, which were disclosed to 
Commission Counsel, and many of which have been marked as exhibits 
in these proceedings. 
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15. The entire minutes of the Issue Team (with certain security and solicitor- 
client issues excluded) were provided to Commission Counsel at his 
request, without any objection, and made an exhibit in this proceeding. 

16. As is apparent from the minutes of the Issue Team, these were not 
formal minutes in the sense that they documented formal resolutions, etc., 
but simply were notes about all the matters, speculation, possibilities, 
thoughts, etc. discussed by the Issue Team. 

17. From previous experience when “high profile” cases are before the courts, 
the Saskatoon Police Service was aware that it would likely receive “tips” 
from the public as the Inquiry proceeded. Accordingly, it set up a tip line. 
All tips received were passed on to the RCMP and/or Commission 
Counsel to do with as they saw fit - none were investigated by the 
Saskatoon Police Service. 

18. In relation to Saskatoon Police Service employees, the Issue Team did 
discuss modes of communication with Saskatoon Police Service members 
to make sure that members who, obviously, are and were keenly aware 
and interested in the issues being dealt with by this Inquiry, could be kept 
informed. It also dealt with and discussed issues with respect to 
Constables Larry Hartwig and Brad Senger, given their particular 
involvement. 

19. The existence of the Issue Team was not hidden. An examination of the 
minutes demonstrate that it was not an investigative body. It related to 
various brainstorming and preparation issues to try and figure out what 
kinds of information the Saskatoon Police Service had or could acquire 
from its records which would assist the Commission and what the 
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Saskatoon Police Service might need to do to prepare for the Inquiry. 

The fact that the minutes are so complete and document all matters 
discussed by the Issue Team indicate that there was absolutely no 
intention whatsoever to interfere with any part of the RCMP investigation. 
Nor did that happen in fact. In fact the opposite is true. The Issue Team 
was there to and, it is submitted, did assist in the Inquiry in any way it 
could. 

20. As a party granted standing to the Commission, the Saskatoon Police 
Service received in June of 2003 disclosure from Commission Counsel. 
Included in that were the Gary Robertson photogrammetric materials. 

Gary Robertson’s materials, at that time, appeared very important. As 
Deputy Chief Wiks testified, he had never heard of photogrammetry and 
needed to know what it was and how it worked, etc. The Saskatoon 
Police Service also needed to know whether or not this was a valid 
application of the procedure, and whether the results were trustworthy, in 
general, and specifically in this case. 

21. Deputy Chief Wiks met with RCMP officials in August of 2003 and 
expressed certain concerns he had, as a fellow police officer, in terms of 
the apparent conclusions of Gary Robertson. The RCMP were not able 
to answer those concerns, and Deputy Chief Wiks advised officials of the 
RCMP that the Saskatoon Police Service was intending to consult Dr. B. 
McGee, a forensic pathologist (see evidence of Chief Superintendent 
Darrell McFadyen). The RCMP gave him their “blessing”, and the 
consultation proceeded (transcript pages 6113 and 6114). 

22. It is important to note that the Saskatoon Police Service had duly applied 
to this Commission for permission to consult with Dr. McGee, and as part 
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of that application agreed that all information from Dr. McGee would be 
made available to Commission Counsel, which did happen. In the end 
result Dr. McGee was not able to assist on the issue of photogrammetry, 
other than to indicate he had never heard of it being used in this fashion, 
but did offer useful information with respect to opinions as to the injuries 
on Neil Stonechild’s body. Again, all such information was passed on to 
Commission Counsel, who then did himself interview Dr. McGee. 

23. Subsequently, in late November, 2003, the Saskatoon Police Service 
“stumbled” across Dr. Lew, Dr. Valerie Rao and Dr. Evan Matshes, who 
were presenting a seminar in Regina and Saskatoon on child abuse. At a 
brief meeting with the doctors, Drs. Lew and Rao suggested that it would 
be useful to have detailed close-up photographs of the injuries prepared. 

24. Oddly enough, prior to that time, throughout this entire investigation, no 
one seems to have thought of doing that (including the Saskatoon Police 
Service). 

25. These detailed photographs were prepared by the University of 
Saskatchewan Anatomy Department from the original negatives. In order 
to facilitate this, discussions were held with Commission Counsel and the 
RCMP during the hearings in early December, at which time the 
suggestions by Drs. Lew and Rao were passed on. However, neither the 
RCMP nor Commission Counsel appeared to want to arrange for this to 
be done themselves and therefore the Saskatoon Police Service, with 
their knowledge and permission, did so. Once the photographs were 
received, copies were provided to Commission Counsel and Drs. Lew and 
Rao and their opinions received. Ultimately, Commission Counsel 
decided to call Dr. Lew as a Commission witness. 
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26. While this is a long explanation as to the Saskatoon Police Service’s 
reasons for doing what it did, it is respectfully submitted that the bottom 
line to the Saskatoon Police Service in doing so was to find out the truth, 
whatever it was. While criticisms have been levelled at the Saskatoon 
Police Service for taking the steps it did, this overlooks the fact that the 
Saskatoon Police Service had committed to pass on all results of the 
consultations it made regardless of result. One must wonder whether 
the same criticisms would be levelled had the results shown that Gary 
Robertson’s conclusions were correct, as opposed to being incorrect. 
Indeed if one looks at many of the reports generated by the Issue Team, 
or a result of the Issue Team, one must acknowledge the reports and 
conclusions were passed on regardless of the fact that some of them 
were not particularly complementary to Saskatoon Police Service 
procedures and policies, etc. 

27. In summary, it is submitted that the Saskatoon Police Service went out of 
its way not to interfere in the RCMP’s criminal investigation. The 
Saskatoon Police Service never conducted any criminal investigation of its 
own after the matter was referred to the RCMP. All the concerns it had 
and all matters it discovered were shared with the RCMP and/or 
Commission Counsel, regardless of what party the results “favoured”. 
Never at any time did it follow-up on tips received or interview any 
witnesses the RCMP had located or interviewed. 

28. The concern of the Saskatoon Police Service, with respect, was to get the 
best information before the Commission which would best enable the 
Commission to find out the truth, whatever it may be. 
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(d) Improvements and Changes made by the Saskatoon Police 
Service since 1990, and Recommendations that the 
Saskatoon Police Service Submits that the Commissioner 
May Wish to Consider 

29. During the course of his evidence, Deputy Chief Wiks, through reports 
and testimony, described some of the changes that have been made by 
the Saskatoon Police Service since 1990, and some changes which are 
planned for the future. 

30. We do not intend to go into detail in this Submission about those but will 
simply highlight some of the salient changes, improvements and reports 
which document the same. 

31. The most comprehensive report was the audit review conducted in the 
early 1990s (Exhibit P-149). Deputy Chief Wiks in his testimony directed 
the attention of the Commission to the most significant parts of that (see 
testimony of Deputy Chief Wiks commencing on page 6589). 
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32. Improvements that were made included: 

• in the early 1990s the trend to generalization of detectives was 
abandoned in favour of retaining specialized units with more 
expertise. 

• most importantly, more training and better procedures given much 
higher emphasis. 

• the Deputy Chief himself was involved in the creation of the 
suspicious death triangle and training with respect to the same 
(Exhibit P-156). 

• in addition, various checksheets and review forms were created and 
implemented (Exhibits P-157, P-158 and P-159). 

• creation of easily portable and accessible policy manuals for field 
supervisors (now available on in car computers to all members). 

• more recently, the Saskatoon Police Service created a Sudden 
Death Review Committee to examine the investigation of every 
sudden death before such file can be closed to make sure that a 
situation such as the investigation of the death of Neil Stonechild 
does not happen again. 

• the Saskatoon Police Service has secured more filing storage space. 


the Saskatoon Police Service has recently revised its policy with 
respect to retention of notebooks. 
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the Saskatoon Police Service has also implemented a “cold case 
squad” in order to attempt to follow-up on old unsolved cases, as 
have many other police services. 

the Saskatoon Police Service is currently in the process of installing 
global positioning system equipment in all of its patrol cars which will 
track movement of the cars and retain the same for future reference 
and/or investigations. 

the major crime investigators now work in pairs and investigate all 
suspicious deaths. Also, suspicious deaths are treated as murder 
investigations until they are proved not to be. Unsolved ones are 
retained and classified as murders. 

the Saskatoon Police Service invites the Commission to recommend 
that the Province of Saskatchewan consider implementing a Medical 
Examiner system to replace the Province of Saskatchewan’s Coroner 
system, (see evidence of Dr. Graeme Dowling and Dr. Lew.) In that 
respect, the Saskatoon Police Service is attaching a copy of a paper 
delivered by Dr. Emma Lew and Dr. Evan Matshes to the 
Saskatchewan Association of Chiefs of Police in April of this year 
which considers in detail how much a system could, in fact, be 
implemented in Saskatchewan, and there estimated costs thereof. 2 


2 The “Confidential” notation can be ignored. This paper is being provided 
to the Commission with their specific knowledge and consent. 
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Part III 
Conclusion 

33. As stated earlier in this Submission, the Saskatoon Police Service 
investigation of the death of Neil Stonechild was inadequate, and the 
response of the Saskatoon Police Service to the concerns raised by the 
family of Neil Stonechild, particularly his mother, Stella Bignell, in 1990, 
was also inadequate. For that, Chief Russell Sabo, on behalf of the 
Saskatoon Police Service, sincerely apologizes. Mistakes were made. 
Mrs. Bignell’s concerns were not properly addressed. The family of Neil 
Stonechild, and the community, deserved better. The Saskatoon Police 
Service wants to assure the family of Neil Stonechild, and the community, 
that the Saskatoon Police Service has learned from its errors, and will do 
whatever it can to prevent this from happening again. The Saskatoon 
Police Service anxiously awaits any and all comments or 
recommendations this Commission will make with respect to its policies 
and procedures with a view to improving the service it offers to the 
community. 

All of which is respectfully submitted. 

Dated at the City of Saskatoon, in the Province of Saskatchewan, this 6th 
day of May, 2004. 


Theresa Dust, Q.C., City Solicitor 

Per: _ 

Solicitor for Saskatoon Police 
Service 
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This Written Submission was delivered by: 

Office of the City Solicitor 
City Hall 

222 Third Avenue North 
Saskatoon, Saskatchewan 
S7K 0J5 

and the address for service is same as above. 

Lawyer in charge of file: B. H. Rossmann. Q.C. 

Telephone: (306) 975-3270 
Facsimile: (306) 975-7828 
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I. INTRODUCTION 

Sudden deaths within the Province of Saskatchewan are investigated by die provincial 
coroners office. This organization has an important role - that being to determine the 
cause and manner of sudden, unexpected and violent death. Such investigation 
represents the practice of a distinct and recognized medical subspecialty called forensic 
pathology. Simply speaking, forensic pathology is defined as the application of 
knowledge from medicine and pathology to problem solving m the field of law. 

At present, medicolegal death investigation is governed by "The Coroners Act, 1999", 
which decrees that the responsibility of death investigation falls to regional coronens who 
investigate death scenes, determine necessity for autopsy, obtain ancillary investigative 
information from witnesses, law enforcement, the medical profession and others, and to 
interpret this information so as to formulate the medical diagnoses of cause and manner 
of death. 


Autopsy services are provided by fee-for-service hospital pathologists in regional health 
care facilities. 


Tvvrt critical flaws exist in Saskatc h ewan’s current system .. of death investigation : 

L This is a non-medical coroners system with predominantly non-medically trained 
(lay public) investigators. 

With the complexity of modem day medicine, and advancementriegitimatization of the 
field of forensic pathology, there is international recognition that non-medical death 
investigators cannot partake in the unsupervis ed practice of this medical subspecialty, 
as the role demands critical thinking based on advanced medical knowledge, and 
forensic data. As such, lay coroners cannot be expected to independently and expertly 
interpret complex medical and investigative information - a skill that requires a 
medical doctorate, pathology specialty residency training, and subspecialty board 
certification in forensic pathology, all combined with extensive experience in the field. 

2. There are no forensic pathologists in the entire province. 

Although most non-medical people equate ‘hospital pathologist’ with forensic 
pathologist’, this is in error. Forensic pathology is a distinct subspecialty of anatomic 
pathology that requires additional training (at least one year) and certification via 
adjudicated board examination. Most hospital pathologists receive less than two 
months of training in forensic pathology. This lack of primary training, coupled with 
minimal experience, may lead to the performance of inadequate forensic autopsies. 
Furthermore, there is a misconception that forensic pathologists are murder- 
ologists”, and therefore, the relatively low homicide rate in Saskatchewan does not 
require such experts. Although forensic pathologists are trained and certified to 
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perform the highly specialized tasks mandated by suspicious death investigations, the 
majority of their time is spent investigating natural, accidental and suicidal death. 

In contrast to the non-medical approach to death investigation offered by the coroners 
system, a medical examiners system of death investigation would offer the services of 
board certified expert forensic pathologists who would oversee investigation into each of 
the 1600 annual deaths that are of medicolegal significance.^ 
assisted in their role by both full-time (Regina and Saskatoon) and fee-for-service 
(periphery) field investigators who would be responsible for acquisition of the type of 
investigative data needed by medical examiners to produce accurate thagnos^ * 
decision-making responsibility as to scene investigation, autopsy necessity and the 
determination of cause and manner of death will be the responsibility of the forensic 
pathologists only. 

Conteuy to popular belief, Saskatchewan has a high enough caseload to employ at least 
four forensicpathologists, and to run a forensic pathology center of excellence. All of 

srrrrUh-' »»—» » the anm,ai f “ nd " ,g camMiy 

invested in death investigation. 

There needs to be recognition on behalf of politicians and members of the public that 
medical death investigators play important roles which affect law enforcement, crown 
attorneys, and community health and safety, as well as provide answers to families. 
Ultimately, legitimate death investigators should serve to protect the living through 
investigation of the dead. 
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n. SPECIFIC ISSUES 


(a) Coroners 

Years ago, society identified the need to investigate the causes of sudden death_ 
Over time, various mechanisms to accomplish this were developed and utilized 
throughout the world, thereby providing family, community, law enforcement_ and 
justice members with answers to important questions. Among others, these 
Sde“SLt was the cause of death?”, “how did the death occur?", and sto 
did the death happen?". Although there is minor variation b “ w “" sys ™ s ’ "°‘ 
every death is imminently reportable to medicolegal authorities. In 
Saskatchewan, a coroner must be contacted immediately in cases where death . 


(a) occurred as a result of an accident or violence or was self-inflicted; 

(b) occurred from a cause other than disease or sickness; 

(c) occurred as a result of negligence, misconduct or malpractice on the part 

(d) occurred'suddenly and unexpectedly when the deceased appeared to be in 

good health; . 

(e) occurred in Saskatchewan under circumstances in which the body is not 

available because; 

(i) the body or part of the body has been destroyed; 

(ii) the body is in a place from which it cannot be recovered; or 

(iii) the body cannot be located; 

(f) was a stillbirth that occuiTed without the presence of a duly qualified * 
medical practitioner; 

(g) occurred as a direct or immediate consequence of the deceased being 
engaged in employment, an occupation or a business; or 

(h) occurred under circumstances that require investigation. 

Upon the discovery of a death that falls under the jurisdiction of the coroners 
branch, a regional coroner will be assigned to provide investigative services. 


(i) Appointment of the Coroner 


The rhifif Coroner for the Province of Saskatchewan is appointed by the 
Lieutenant Governor to perform, in addition to all of the regular duties of a 
Coroner (see Section ILa.iii. below), a number of administrative functions 
ranging from supervision and training of coroners, to determining the 
qualifications of pathologists who provide autopsy service Corope is are 
appointed by the Justice Minister (herein referred to as the Minister) to 
investigate death in the manner described by “ The Coroners Act, 1999 
(herein referred to as the Act)\ and as directed by the chief coroner or 
Minister. 
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(ii) Educational Requirements of the Coroner 

Although there is direction under the Act for the chief coroner to establish 
and conduct programs for the instruction of coroners in their duties” (the Act: 
II4 3 d), there are no specific requirements for primary training or 
experience in any aspect of medicine or the law for either coroners or the 
chief coroner. There is also no mandate, and minimal to no support for 
continuing education. In fact, the last two forensic pathology training events 
in this province were organized and conducted by individuals who were not 
formally associated with the provincial system of death investigation (2001, 
2003). 


(iii) Coronial Duties 

For a detailed understanding of coroners rights and responsibilities, please 
refer to Part IV of the Act. 1 

After being alerted to a death, the coroner undertakes some form of 
investigation that may include death scene examination with seizure of 
evidence, acquisition of medical and other records relating to the deceased, 
and issuance of a warrant to take possession of the body. At any time during 
this process, the coroner may issue a warrant for post-mortem examination - 
a procedure that is currently performed by fee-for-service pathologists in 
regional hospitals (see Section II.b. below). After receipt of autopsy 
findings and other ancillary investigative information, the coroner must 
determine the cause 1 " and manner lv of death, and file a death certificate with 
the Department of Vital Statistics (pursuant to the Vital Statistics Act, 1995). 
If an autopsy is not performed, the coroner must use his/her collected data to 
make the same determination before filing the death certificate. 


Throughout the investigation, it is the coroner’s responsibility to 
communicate with family members, and ultimately, provide them with 
answers to their questions. The importance of these answers to the family 
must never be underestimated. 

The coroner may choose to hold an inquest to, for example, determine how 
or why an individual died, make public the circumstances of a death, 
particularly when the death highlights a dangerous practice or condition, or 
investigate deaths of inmates/wards of the Minister (prisoners, 
children/others in custody/protection of the Province). Recently, regional 


ni Cause of death - the disease or injury of any duration that results in anatomic or physiologic changes causing death 
iv Manner of death - the circumstances under which the he/shc met their demise: traditionally viewed as natural, 
accidental, suicidal, or homicidal If after appropriate study, the manner cannot be determined, it is appropriate to state 
that the manner of death is undetermined . 
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lawyers have been inducted into coronial ranks for the purpose of conducting 
inquests. 


DISCUSSION 

“[The National Association of Medical Examiners] 
contends that all components of forensic pathology fall 
under the practice of medicine ” 2 

Sudden death investigation is a multi-agency effort, with cooperation between law 
enforcement, medical professionals, various public-service agencies, and forensic 
experts. Front-line death investigators functioning as coroners, medical examiners, 
physicians, etc., make vital decisions with far-reaching consequences which influence 
how death investigation proceeds . 3 As such, the fundamental role played by death 
investigators in the administration of justice cannot be overemphasized. Therefore, 
individuals in this role must be properly trained and skilled in the area of medicolegal 
death investigation as it is widely agreed that a qualified professional is required to 
investigate death . 5 It is the authors’ and others’ experience 6 , that many inadequately 
trained individuals (e.g. coroners, EMTs, and non-forensically trained physicians) 
who come into contact with dead bodies may overstep the limits of their training and 
experience, and offer inaccurate forensic interpretations. This can lead to confusion 
and may destroy delicate investigations. 

According to Dr. L. Adelson, a noted pioneer in this field, the “statutory duty of 
[death investigators] is to determine the cause of death as the injury, disease, or the 
combination of the two responsible for initiating the trail of physiological 
disturbances, brief or prolonged, which produced the fatal termination”. Dr. J. 
Davis, former Chief Medical Examiner of Miami-Dade County elaborates upon this 
statement: 

Statutory duty is not enough! Our expected role goes beyond the “what” and 
extends into the “why”. Should we help explore “why" we are truly serving the 
community that pays for our service. It is not enough to say ‘drowning and 
ignore why it occurred or to opine ‘blunt head injury’ and not to question why the 
automobile driver lost control. 8 

Competent systems of death investigation operate under basic principles designed to 
provide scientifically defensible answers to the above challenge. It has already been 
established that medicolegal death investigation constitutes the practice of a distinct 
and recognized medical subspecialty called forensic pathology 2 . In all areas of 
medicine, the physician (who is alw ays ultimately responsible for the care of the 
patient living or dead) collects information from his/her own examinations, and from 
the supportive investigations of clinical colleagues (whether physician or paraclinical 
support staff) to make a diagnosis. In the world of forensic pathology, the 
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fundamental diagnoses are those of cause and manner of death - two determinations 
that may have profound criminal and civil consequences. Although it is considered 
medically, scientifically and legally blasphemous for non-physicians to independently 
practice medicine, there is an apparent paradox in Saskatchewan as the majority of 
coroners have no formal medical training. Of those physicians who are coroners, 
none is a pathologist In fact, the act forbids the same pathologist to be both coroner 
and autopsy pathologist in any one case (the Act: II.6,a.b.). 

Respected forensic pathologist Dr. V. DiMaio has stated that “the coroner system was 
developed at a time when the lay public knew as much about the science of medicine 
as the physicians practicing it. Times have changed. Medicine has become an 
extremely complicated, specialized scientific field.” 9 Ultimately, if we are to ensure 
high quality death investigation services to the public, we must demand that each and 
every medicolegal investigator possess the knowledge and training necessitated by 
the complexity and seriousness of the work. The National Association of Medical 
Examiners states that “only those individuals who possess knowledge of 
pathophysiology learned through clinical as well as laboratory medicine are capable 
of making medical decisions and diagnosis at a legal standard...the [forensic 
pathologist] must ultimately assume the responsibility for the investigation of deaths 
and in particular all aspects relating to the scene, body examination and autopsy under 
his/her jurisdiction”. 2 


“Because there is universal concern regarding liability , 
it well behooves any investigating agency to employ a 
qualified professional who can conduct a thorough and 
competent death investigation . ” 5 


Dr. S. Smith writes that “death investigation is not a complicated procedure, but it 
requires a tenacious, analytical individual who can look past the morbidity associated 
with this task to effectively and accurately evaluate the findings at a death scene. 
Quality training is the bedrock on which such a career is based.” 5 Dr. R. Hanzlick, a 
noted American forensic pathologist, has identified three levels of training needed by 
lay coroners. 10 These include (a) administrative functions (law, procedure, etc.); (b) 
basic death investigation techniques, along with a common body of knowledge 
necessary to conduct competent death investigations; (c) continuing education/skills 
improvement so that lay death investigators may expand “basic minimum competence 
and skills”. Unfortunately, as Saskatchewan lacks basic educational requirements and 
ongoing training at ah of these levels, it is unlikely that our investigators, whether lay 
or physician, would be able to conduct themselves with bare minimum competence. 
One must consider that having ‘years of experience doing the job’ does not mean that 
someone has ever done the job right. Unlike clinical medicine where improper 
medical diagnoses/treatment may lead to obvious patient suffering or death, wrong 
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diagnoses in forensic pathology are less obvious, and may go permanent y 
undetected. Misdiagnoses may allow killers to escape detection and continue to kill, 
or they may lead to the indictment, prosecution and conviction of innocent 
individuals. 


As previously mentioned, one of the key roles of any medicolegal death investigator 
is the communication of findings to family members, with the intention of answering 
their crucial questions. Unfortunately, the utilization of coroners with little to 
nonexistent training, does not support this function. It is doubtful that someone with 
such minimal training would be able to properly explain autopsy findings, disease 
etiology and pathophysiology, risk of occurrence in other family members, etc. 


Death scene investigation is a key component of any sudden, unexpected death. 
Unfortunately, “many people believe that if nothing is seen at the death scene to 
suggest that a crime has been committed, no investigation is needed. If this careless 
line of thinking is followed, the investigation will certainly be approached with the 
wrong frame of mind and evidence that could indicate a crime has been committed 
will probably be overlooked”. 5 Few situations demonstrate the importance of 
qualified death scene investigators with as much seriousness as cases of sudden 
unexpected death in infants.' 11 ' u In this example, the postmortem examination may 
provide minimal information in the context of the whole case. An examination of the 
scene and careful consideration of medical, social and circumstantial histones along 
with autopsy findings, is required to accurately certify cause and manner of death. 


It is widely agreed, and aptly stated by Dr. B. Hunt, the retired president of the British 
Association of Forensic Medicine that “the necessity for [an autopsy] should be 
decided by an experienced and appropriately trained doctor who should .also be 
responsible for collecting, correlating, and analyzing data, so that any unusual trends 
would be quickly recognized.” 16 An autopsy is a thorough, specialized medical 
investigation. Just as one does not allow non-physicians to order laboratory, 
radiologic, or other tests (which are costly and may be unnecessary), coroners should 
not be granted the authority to demand or deny the performance of an autopsy. 


Death investigations, when expertly performed by 
trained professionals , help to ensure the safety and 
health of the population 3,9,12,17,18 


Financial constraint is Saskatchewan’s perennial theme. As such, one must accept 
that like many U.S. regions, non-medical death investigators will continue to play an 
important role in the functioning of an updated and enhanced system of death 
investigation. However, within the confines of responsible spending, it is possible to 
create a radically modified system of expert death investigation. According to 
forensic pathologist Dr. J. Luke, “there are medical examiner’s offices all over [the 
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United States] where, despite budgetary and other constraints of the most extreme 
sort, excellence continues to be achieved. This fact attests, above all else, to 
professional standards maintained, over time and in the face of adversity, which is no 
easy task. Standards are the key.” 19 
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II. SPECIFIC ISSUES 


(b) Pathologists 

Autopsy services are currently provided by hospital-based anatomic or general 
pathologists. As previously mentioned, although it is commonly assumed that the 
designation ‘pathologist’ and ‘forensic pathologist’ are interchangeable, this is 
incorrect. Most pathology training programs offer two weeks to two months of 
training (out of 4/5 years of total training) in forensic pathology, and in most 
programs, this training is provided by individuals who themselves have no formal 
expertise in the area. Such exposure as a resident is hardly adequate to qualify 
someone as an expert in any field, and it is unlikely that rational people would 
choose to receive medical care from someone with such limited training in any 
area of medicine. Forensic pathologists are individuals who have trained for at 
least one year in a high volume forensically-oriented facility, under the guidance 
of legitimate forensic pathologists, and in a facility recognized by accrediting 
agencies for postgraduate medical education in forensic pathology. One cannot 
simply ‘do years and years of autopsies’ to qualify oneself as an expert because 
those ‘years and years of autopsies’ may have been performed incompletely or 
incorrectly. Forensic pathology cannot be self-taught - forensic pathology is not 
carpentry. 


Randall et al. provide a useful description of the differences between hospital and 
forensic autopsies: 


“The non-medicolegal autopsy is an examination performed with the consent 
of relatives, a legal guardian, or other individual(s) authorized by law for the 
purposes of (1) determining the cause of death, (2) providing correlations 
between the clinical diagnoses and symptoms, (3) determining the 
effectiveness of therapy, (4) studying the natural course and extent of disease 
processes and their modification by therapy, and (5) educating medica 
personnel...The medicolegal autopsy is an extension of the hospital 
autopsy...[and] may include, but [is] not restricted to: (1) establishing the 
cause of death; (2) providing interpretation and correlation of facts and 
circumstances related to the death; (3) recovering, identifying, and preserving 
evidence obtained during the medicolegal examination; (4) reconstructing 
how injury occurred; (5) determining the decedent’s identity; (6) estimating a 
range of time since death; (7) providing a factual, objective medical report for 
law enforcement and other investigative agencies, the prosecution, and the 
defense; and (8) assisting in determining the manner of death by separating 
natural deaths without public health concerns from other natural, unnatural, or 
suspicious deaths for the purpose of public safety., public health, and for 
criminal or civil court investigations. 20 


Law enforcement and Crown Attorneys have routinely complained of the poor 
quality of autopsy service available in Saskatchewan, large proportion of non- 
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forensic pathologists performing medicolegal cases, and lack of professional 
qualification. Our proposal (see page 21) ensures high quality forensic pathology 
is provided by a limited number of individuals, thereby permitting the 
development of close working relationships between medical and legal 
investigative staff, and the provision of medicolegal services that are of use to the 
justice community on the whole. 


DISCUSSION 


“The stakes are too high to play hunches in forensic 
pathology. ” 7 


In 1956 Dr. Alan Moritz, one of the pioneers of the forensic pathology field, wrote a 
landmark paper entitled “Classical Mistakes in Forensic Pathology”. In this article, 
fourteen cardinal errors made by investigators (particularly pathologists) were 
identified. Four of these will not be discussed, as they are somewhat operator- 
dependent and therefore not relevant to this particular section. The remaining ten 
cardinal errors include: 


1 Not being aware of the objective of a medicolegal autopsy. 

2. Performing an incomplete autopsy. 

3. Regarding a mutilated or decomposed body as unsuitable for autopsy. 

4 Nonrecognition or misinterpretation of postmortem changes. 

5. Failure to make an adequate exam and description of external abnormalities. 

6. Not taking adequate photographs of the evidence. 

7. Not exercising good judgment in the taking or handling of specimens for 
toxicologic examination, 

8. Failure to collect other evidence for identification, trace, etc. 

9. Not examining the body at the scene. 

10. Substituting intuition for scientifically defensible interpretation. 


These ten errors are routinely made in Saskatchewan by coroners and pathologists. It 
is therefore troubling that in the fourty-eight years since this article was written 
Saskatchewan has been unable to meet basic standards of practice as readily accepted 
by the forensic pathology community. The circumstances that lead to the Stonechild 
Inquiry resulted from cardinal errors 1,2,4,5,6,8,9, and 10, 

According to Dr. Derrick Pounder (former Alberta deputy chief medical examiner), 
“[the performance of fee for service autopsies] in the absence of enforced standards is 
an invitation to bad practice...Requiring that pathologists follow a protocol, and 
include detailed negative findings in the report to show that they have done so, is an 
approach applied in Austria and Germany since the 19“ century.” In medicolegal 
death investigation, demonstrating the absence of injury (pertinent negatives) may be 
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as important as the demonstration of obvious injury. Currently, there are no 
guidelines for Saskatchewan pathologists conducting autopsies, other than the 
individual must be approved for service by the chief coroner (the Act. II.4.3.g). 


Dr. Joseph H. Davis believes that most complex death investigations have 
circumstance-dependent diagnoses with autopsies playing only a minor or 
noncontributory role. 


“Unlike [gunshot wounds], whose autopsy pattern is unique to cause of death, the 
reactions of human organs and tissues in complex cases are not unique. The 
relevance of autopsy findings to cause and manner may be coincidental rather 
than indicative...The potential for misinterpretation is great when we rely mainly 
upon the standard tool associated with the practice of pathology - the 
autopsy...Medical examiner opinions are correct in the majority of cases. They 
are because most cases are self-solving: auto crashes, homicides, suicides, and so 
forth. The pathologist’s role is more perfunctory than critical. If we passively 
accept what is proffered by investigators plus what is revealed by autopsy, 
continued success with simple cases may lull us into a lack of recognition of 
diagnostic traps in complex situations.” 


Unfortunately, our pathologists function only as autopsy service providers and as 
such, there is very much an attitude of ‘do the autopsy first, and tell us what we need 
to go and find out later’. This archaic investigative style is frightening: a fact well 
illustrated by the discussion of SIDS-type death where investigators frequently use 
‘negative’ autopsies to negate the necessity of further investigation. 


The term SIDS (sudden infant death syndrome) was coined several years ago to 
describe the occurrence of sudden death in apparently normal infants, usually six 
weeks to six months of age, in which thorough examination of 
circumstantial/historical findings (including the scene, medical and social histones, 
etc.) and complete autopsy, fail to reveal a cause of death. Although the term SIDS is 
falling out of favor with some forensic pathologists 23 , its continued use has been 
approved by some of the modern scientific literature 24 given that detailed 
consideration has been given to both autopsy and non-autopsy data. In 
Saskatchewan, hospital pathologists are producing reports labeling cause of mtant 
death as ‘SIDS’. This is not only unfortunate, but against international standards, as 
local pathologists (who are not privy to scene investigation and detailed 
circumstantial data necessary to deem a death due to SIDS) cannot and should not 
diagnose SIDS in the morgue. SIDS is NOT a diagnosis made by autopsy alone. 


In the 2003 report of the Provincial Children’s Advocate, there is a recommendation 
(CDR.61(99); see appendix) that autopsies performed on children be done by 
“pathologists with expertise in pediatric pathology”. 25 This recommendation, which 
originated with the College of Physicians and Surgeons of Saskatchewan, is not 
adequate Forensic pathologists are trained to investigate all cases of sudden death, 
including those of children. Unlike pediatric pathologists, whose specific training is 
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and of unnatural causes, be performed by forensic patholog.sts - 
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medicolegal death investigation. 

There is a province-wide misconception that forensic pathologists are ‘murder- 

means. 

It has also been mentioned that Saskatchewan performs autopsies on too few bodies 

the stLidards for accreditation by the National Association of MetedBtrmnnas, no 
individual forensic pathologist should be required to perform more> dun> 250 autops 
each year.” Given this guideline, Saskatchewan requ.res at least four quahf.ed 
forensic pathologists. 
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rr=t, of T .“',^wUh injuries that are of interest to the legal 
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II. SPECIFIC ISSUES 
(c) Institutional 

As previously mentioned, the autopsy 

current system of death invesugauon.s based out of sevmu^ ^ ^ rf 

these^nsdtutions^ ^7p”and funded hy the heaith care system. 

Services provided by local hospitals include: 

%) phyricTsTace U (body storage unit and autopsy suite) 

(iii) morgue attendants 

(iv) autopsy supplies 

(v) radiography 

(vi) histology 

(vii) secretarial services 
(viii) security services 

(ix) hospital admitting services 


(i) Pathologist services 

issues specifically related to the q uality of autopsy service provided by 
pathologists are outlined above (see UJf). 
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autopsy. 

IMPORTANT NOTE: The Saskatoon Health Region (SHR) Department of 
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SHR will not be legally responsible for repercussions that may result from 
such a contract. 


(ii) Physical space 

None of the mortuaries maintained by the various health regions, meets the 
standards of accreditation of the National Association of Medical Examiners 
(NAME; see Appendix). However, maintenance of current facilities in 
‘working order’ requires constant financial investment by health regions. 
This includes operation of refrigeration units (three in Saskatoon alone), and 
maintenance of the autopsy area. The expense is considerable as proper 
cleaning supplies alone cost hundreds or thousands of dollars per year. 
Furthermore, when hardware or physical structures break down or become 
inadequate, the cost falls upon the hospital or individual department of 
pathology. The cost of repair of refrigeration units, body moving devices, 
suction, etc., can be inordinately high. 

Safety in the workplace must not be compromised. The performance of 
autopsies carries with it many inherent risks of infection with blood, airborne 
and other pathogens. Any facility that conducts autopsies must therefore 
ensure adequate ventilation, thorough cleaning, proper storage of specimens 
(including ventilation of formalin fumes), etc. The health and safety of 
pathologists and support staff is of primary concern in the investigation of 
any death. 


(iii) Morgue attendants 

Each region that offers medicolegal autopsy services also provides salaried 
morgue attendants whose role is to maintain the facility in useable, clean 
condition, to stock supplies, and to assist with the autopsy as directed by the 
hospital pathologist (for a review of the NAME standards on the use of 
autopsy assistants in forensic pathology, please see the Appendix). In 
addition to these roles, morgue attendants are also frequently ‘on-call’ to 
allow for ‘emergency autopsy service’, and for body viewing by family 
members. In addition to their annual salary of $30,000 to $40,000, on -call 
wages can be a significant cost to the system. In Saskatoon, there is 2.5 FTE 
morgue attendant service covered by the SHR across the three hospital sites, 


(iv) Autopsy supplies 

A plethora of technical and support supplies are mandated by the 
performance of medicolegal autopsies. Presently, these are purchased and 
maintained by the hospital providing autopsy service. Such supplies include. 
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but are not limited to knives, scissors, other dissecting equipment, electric 
autopsy saws, specimen containers for toxicology, formalin, containers for 
organ/specimen storage, towels, rags, body bags, etc. 


(v) Radiography 

Plain film X-ray imaging is an important (and frequently underutilized) 
component of death investigation. In Saskatchewan, portable hospital X-ray 
equipment is used to create images from bodies in the morgue. The purchase 
and maintenance of this equipment is the responsibility of the hospital, as are 
the supplies necessary to obtain the image (film) and process it (processing 
equipment, chemicals, etc.). 

Of major concern is the use of hospital X-ray technicians in the provision of 
this service. There is a recognized shortage of qualified technologists 
working within the districts. Autopsy radiography is frequently viewed as a 
burden because proper imaging may take up to an hour or more (depending 
on the complexity and demands of a particular case). In addition to the 
• salary paid to the technologists, the SEIU contract affords these individuals a 
$50 stipend for ‘assistance with an autopsy’, as this is a task beyond the 
normal expectation of their work. 

Historically, the Academic Head of Medical Imaging has been allocated the 
postmortem images for review. This is appropriate, as this person has tended 
to be an experienced radiologist with a strong academic background 
However, forensic radiology experience and training are not a normal part of 
the imaging residency experience, and it is left to the radiologist m question 
to develop the knowledge base and experience to interpret autopsy imaging. 
The process of X-ray interpretation, report creation, and self-education are 
very time consuming. This additional cost (potentially thousands of dollars 
per radiographed autopsy) is currently the responsibility of the individual 
health district. 


(vi) Histology 

Tissue retained from autopsy for microscopic examination must be trimmed, 
processed and prepared on glass slides by hospital technicians. At present, 
hospital-based histotechnologists prepare materials for microscopic 
examination. Special stains and immunohistochemistry are also provided at 
markedly increased cost to the system (as high as $50 per slide). Ten or 
more H&E slides are generally produced in each autopsy. 
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(vii) Secretarial support 

Transcriptionists, and other secretarial support staff are an invaluable part of 
the provision of medicolegal autopsy services. Again, the cost of 
maintaining secretarial support to produce pathologists’ reports, is covered 
by the hospital, as is the cost of printing and distributing reports to 
responsible agencies. 


(viii) Security services 

After hours access to the morgue for body delivery personnel and law 
enforcement, is provided by hospital security. These individuals can spend 
much time waiting for, and providing assistance when bodies are delivered or 
removed from hospital property. 


(ix) Admitting services . t . ,. 

In most Saskatchewan hospitals, bodies are registered with, and tracked by 

admitting officers. 


IMPORTANT NOTE: The Department of Laboratory Medicine at Saskatoon 
Health Region has estimated that the administrative and technical costs of 
conducting autopsies (not including radiology services or pathologist salaried 
time) is approximately $600 per autopsy. In return for the provision of these 
services, the Justice Department provides health regions with a stipend of only 
$20 per autopsy. 
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m. A SOLUTION 


The following series of recommendations have been developed in an effort to 
improve the quality of death investigative services in the Province of 
Saskatchewan. Although it represents sweeping reform, this proposal is intended 
to establish a system that works within the justice milieu unique to this Province. 

Fundamental to our recommendations is the creation of a Medical Examiner’s Act, 
and subsequent hiring of legitimate experts in forensic pathology to carry out the 
bylaws of such an act. Although it may seem logical to ‘solve all of Saskatchewan s 
medicolegal woes by hiring a forensic pathologist’, this is limited, and inadequate as 
Saskatchewan’s difficulties originate at the most basic level of death investigation 
administration. The components of a successful system of death investigation are 
multiple, and include the intrinsic authority of the office, access to high quality 
forensic pathology services, and quality front-line death investigators as defined by 
the medical examiner law . 29 


Forensic pathology services would be based out of unique facilities in both Regina 
and Saskatoon, allowing for division of death investigation north and south of 
Davidson (an arbitrary mid-point between the two major cities). Deaths occurring 
outside of Saskatoon and Regina will be initially investigated by field investigators. 
This role is designed to replace that of the current coroner by providing scene 
investigation, and evidence/information collection (including digital photography of 
the scene with electronic transfer to the medical examiner). However, unlike the 
current system that allows significant authority to fall upon non-medical individuals 
investigators will be responsible only for data collection (investigation) with rapid 
relay of this data to the medical examiner. This physician is then responsible for 
determination of jurisdiction, as well as clarification of what further medical 
examiner involvement is necessary (forensic pathologist scene review, transport of 
the body to the city, autopsy, etc.). Only the medical examiner will have the 
authority to direct investigations, determine the need for autopsy, and to make 
conclusions about cause and manner of death. Medical examiners are also available 
for courtroom testimony and participation on local/provincial committees as 
necessary to best provide expert service to the population they serve. 


(a) Medical Examiner Jurisdiction 

In any of the circumstances outlined below (within the jurisdiction of the Medical 
Examiner's Act), the medical examiner shall perform examinations, investigations 
and autopsies as he or she shall deem necessary to determine the cause and 
manner of death, to determine identity, or to collect forensic evidence. 
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1, When any person dies in the province: 

a. Of criminal violence 

b. By accident 

c. By suicide 

d. Suddenly, when in apparent good health 

e. Unattended by a licensed medical doctor 

f. In any prison or penal institution 

g. In police custody 

h„ In any suspicious or unusual circumstance 
i„ By criminal abortion 

j. By poison 

k. By suspected disease constituting a threat to public healui 

1 By disease, injury, or toxic agent resulting from employment 

2, When a body is brought into the province without proper medical 
certification. 

3, When a body is to be cremated or donated to the Department of Anatomy and 
Cell Biology at the College of Medicine (University of Saskatchewan). 


(b)Recommendatkras 

L Abolish the “Coroners Act, 1999”. 

2. Create the “Medical Examiner’s Act”. 

The following represent fundamental changes mandated by the Medical 
Examiner’s Act: 


i- Chief Medical Examiner 

This individual would be appointed by the Minister to serve m the 
capacity of a medical examiner, and as administrator of the provincial 
system of death investigation. The individual must be a physician (MD or 
foreign equivalent), meet the legal requirements to practice 
medicine/pathology in the Province of Saskatchewan, be board certified in 
anatomical or general pathology, and be board certified (American Board 
of Pathology, Royal College of Physicians and Surgeons of Canada, or 
British equivalent) in forensic pathology. 

ii* Deputy Chief Medical E xaminer 

This individual is to be appointed by the chief medical examiner to serve 
in the capacity of medical examiner, and as administrator of the provincial 
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system of death investigation as directed by the chief medical examiner. 
The individual must be a physician (MD or foreign equivalent), meet the 
legal requirements to practice medicine/pathology in the Province of 
Saskatchewan, be board certified in anatomical or general pathology, and 
be board certified (American Board of Pathology, Royal College of 
Physicians and Surgeons of Canada, or British equivalent) in forensic 
pathology 

iii M ftdiral Examiner , . . 

This individual is to be appointed by the chief medical examiner. Their 
function is to investigate death as mandated by the Medical E f™ iner s 
Act, including attendance at death scenes (when requested by law 
enforcement or other agencies, or when felt appropriate by the respective 
medical examiner or the chief/deputy chief); perform postmortem 
examinations on those bodies falling under the jurisdiction of the Medical 
Examiner's Act , to provide testimony as an expert witness in the area of 
forensic pathology, and to serve as a representative to any 
committees/boards/hearings related to the areas of justice, public health, 
medicine etc., in which the participation of a medical examiner is in the 
best interest of the public (subject to sanction by the chief medical 
examiner or the Minister). The mandate for teaching is to be determined 
by the chief medical examiner. The individual must be a physician (MD 
or foreign equivalent), must be board certified in anatomical or genera 
pathology, and be board certified (American Board of Pathology, Roya 
College of Physicians and Surgeons of Canada, or British equivalent) in 
forensic pathology. 


iv. Field Investigator ... 

Current coroners who wish to retain a role within the death investigation 
system would be welcome to function in the capacity of field investigator, 
at the discretion of the chief medical examiner, and subject to periodic 
review and re-assessment. Individuals in this position will bear the 
responsibility of routine death scene investigation, photography of the 
body and related evidence at the scene, and collection of investigative 
information (medical records, witness interviews, law enforcement data, 
etc). Information is then immediately forwarded to the on-call medical 
examiner who is responsible for determining jurisdiction and necessity tor 
further investigation (including further death scene review), transport of 
the body into the medical examiner department, and autopsy. 
Investigators will be paid a per-case fee of $200 (twice that currently 
provided under the Coroners Act, 1999). Prior to working as a field 
investigator, each individual undertake training (with examination) m 
medicolegal death investigation, to be provided by the chief medical 
examiner and his/her staff 
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Full-time senior field investigators will be hired for both Regina and 
Saskatoon allowing for consistent investigative quality in the largest cities, 
as well as coordination of all incoming investigative information from 
field investigators in the periphery. On a rotational basis, full-time 
investigators will also serve to provide supervisory duties m the autopsy 
suite for support staff (morgue attendants, others). 

3. Create Medical Examiner’s Facilities. 

Function of a system of expert death investigation requires modem facilities. 
Due to the province’s large size, it is not practical to create one facility that 
would serve the entire population. As cases currently falling under the 
jurisdiction of the Coroners Act, 1999 are roughly equally divided between 
the northern and southern halves of the province, it is reasonable to create 
facilities in both Saskatoon and Regina. 

As part of the mandate of any medical examiner department is to provide for 
service education and related research that is of value to the legal and medical 
communities, the general public, and the field of forensic pathology, it is 
reasonable to create a larger and more administratively/academically-onented 
office in Saskatoon where professionals and trainees at the University ot 
Saskatchewan can play an active role in furthering these goals. A smaller 
office would be strategically created in Regina. 


Office features in common 

Both Saskatoon and Regina medical examiner offices must have the 
following features: 

• offices for professional and support staff 

• autopsy suite with capacity for 3 dissection stations 

• body storage area with capacity for 30 bodies 

• body receiving/processing area 

• digital X-ray equipment 

• digital photography capabilities 

• computer network capable of linking Saskatoon and Regina offices 

• meeting area for case conferences with in-house staff, law 
enforcement, attorneys, etc. 

• family ‘viewing’/conference room 

• staff room (lounge, lunch area) 

Office features unique to Saskatoon loc ation 

• central records storage area 

• transcription (centralized through digital dictation technology) 

• forensic photography division 

• forensic osteologic/anthropologic laboratory 
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• classroom (capacity greater than or equal to 100 people; NOTE this 
is not necessary if this facility is located on the University of 
Saskatchewan campus) 

4, Staff the Medical Examiner’s system with a complement of qualified 
individuals. 

• Chief Medical Examiner (one); located in Saskatoon 

• Deputy Chief Medical Examiner (one); located m either Regina or 

Saskatoon; as determined by the Chief Medical Examiner 

. Medical Examiner (two); located in either Regina or Saskatoon, as 
determined by the Chief Medical Examiner and the Minister 

• Senior (Full Time) Field Investigators (six); 3 FTE in both Regina and 

. Forensk Technicians (four); 2 FTE in both Regina and Saskatoon 
. Forensic Photographer (one); 1 FTE in Saskatoon; Regina photographic 
services to be provided by Forensic Technicians or Medical Examiners 
. Forensic Radiology Technologist (one); 0.5 FTE m both Regina and 
Saskatoon 

• Administrator (one); 1 FTE in Saskatoon 

• Transcription/Reception (one); 1 FTE in Saskatoon 

• Receptionist (two); 1 FTE in both Regina and Saskatoon 

• Records Technician (one); 1 FTE in Saskatoon 

5. Establish a clear training mandate 

Each member of the medical staff (all medical examiners) will be required to 
further their education by obtaining continuing medical education (CME) 
credits as mandated by provincial/national licensing/accreditation bodies. The 
medical examiners will also have the mandate to ensure appropriate training is 
given to all field investigators, and that annual continuing educational 
opportunities be afforded to these individuals. Primary training in the forensic 
medical sciences is to be considered mandatory for all investigative staff 
Failure to obtain/maintain qualifications in this area may lead to termination a 
the discretion of the chief medical examiner or Minister. 


6. Ensure access to subspecialty services 

The following services will be provided, decreasing the need for out-of- 
province consultations: 

• Toxicology - as currently provided by the Provincial lab (Regina) and/or 
RCMP lab 
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• Forensic pediatric autopsies - to be carried out by board certified forensic 
pathologists only. All pediatric autopsies within the medical examiners 
jurisdiction will be performed at the Saskatoon location only. 

. Forensic osteology/anthropology - to be provided on a consultation basis 
from existing University of Saskatchewan resources. 

• Forensic dentistry/odontology - relationship with qualified individual to 
be established. 

• Medical specialty consults - neuropathology and other subspecialty areas 
of pathology will be consulted when appropriate, making use of existing 
expertise in Saskatchewan. 


7. Promote collaboration with outside agencies 

Death investigation is always a collaborative process and many public service 
groups would greatly benefit from the participation of qualified forensic 
pathologists. An excellent example is the office of the Children’s Advocate, 
where medical examiners could contribute forensic expertise. 

8. Public inquest/inquiry 

The option of public inquest or inquiry into death is important. The medical 
examiner department will be independent of this process. It is expected that a 
certain number of cases will receive requests for public inquiry. We suggest 
that the government appoint a four member panel of individuals (a member of 
the FSIN, a medical doctor, a lawyer, and a representative of the general 
public) to review the validity of individual requests. If inquiry is deemed 
appropriate by this committee, a request should be made to the Justice 
department who will determine the parameters of such a public hearing. 

9. Ensure programs for quality control/assurance are created and utilized 

The quality and accuracy of any medical examiner department must be 
routinely verified through internal and external review. As part of this 
process, this office must strive towards and obtain accreditation from 
recognized agencies in the field, specifically, the National Association of 
Medical Examiners (NAME). 


Competent Death Investigation 


Page 26 of 3 7 



10. Ensure proper documentation and certification of death province-wide 

Cases falling under the medical examiner’s jurisdiction will be similar to 
those outlined by the Coroners Act, 1999. Additionally, all bodies scheduled 
for cremation, shipment out of province, or for donation to science, must firs 
have a valid, physician-signed death certification submitted for medical 
examiner review. This allows for the medical examiner to more adequately 
review deaths, and to question certification that is inadequate or ina PP r °P£ ate , 
Other jurisdictions have shown this to be a valuable way to identify delayed 
deaths due to accident, suicide and even homicide. 

Logistically and financially, it is not possible to transport all apparent neural 
deaths falling under medical examiner jurisdiction into Saskatoon or Regina. 
Field investigators will attend death scenes, take photographs, examine the 
body and obtain investigative information. This data will be clayed 
telephone and internet to the on-call medical examiner, who wil determine 
whether it is necessary to transport the body to the med ’ ca * exa *"^ 
department Detailed scene and body photographs will be used by the medical 
examiner to classify such non-suspicious apparent naturaldeaths *** 
remote areas. Optimally, all medical examiner cases would be physically 
examined by the medical examiner. This provides a satisfactory compromise 
to accommodate the vast territory but limited financial resources of the 
province. 

11. Ensure public records access to families and their representatives 

Medical examiners documents and work products are public record except for 
cases under active investigation by law enforcement, such as homicides 
Family members have ready access to the medical examiner department 
including the files of the decedent (except of cases as specified above). The 
medical examiner will be available to answer specific questions. 


12. First Nations communities 


The medical examiners department will recognize the unique cultural 
considerations of First Nations Peoples surrounding death. It will be ensured 
that one of the three senior investigators in each of Regina and Saskatoon will 
also function as a liaison with First Nations communities. 


(c) Budget 

The following budget has been prepared for consideration ° f t ypie a l annual 
expenses ONLY. It does not include infrastructural or capital costs (e.g. budding 
of a Medical Examiner Facility, X-ray equipment, furniture, primary technology, 
etc.), nor does it cover unexpected costs associated with such events as mass 
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disaster It does not include benefits associated with salaries. Furthermore, it is 
assumed that costs of general building and ground maintenance, upkeep and 
function are to be covered separately. As such, the cost of electricity, water, gas, 
etc. has not been included in this budget. 


The following assumptions are made: 

- Medical Examiner Department opens 2008-2010 

- Average number of medical examiner’s cases (including 
non-autopsied bodies) is 1600 per year 

- Average number of autopsied bodies is 1000 per year 


both autopsied and 


i. Salaries 

i.a. Chief Medical Examiner 

$290,000 (including $5000 educational benefit) 
One position 
TOTAL -$290,000 

i.b. Deputy Chief Medical Examiner 

$270,000 (including $5000 educational benefit) 
One position 
TOTAL-$270,000 


i.c. Medical Examiner 

$260,000 (including $5000 educational benefit) 
Two positions 
TOTAL-$520,000 

i.d. Full-Time Field Investigators 

$55,000 (range: $40,000 - $55,000) 

Six positions 
TOTAL-$330,000 

i.e. Full Time Forensic Technicians 
$40,000 (range: $35,000 - $40,000) 

Four positions 
TOTAL-$160,000 

i.f. Forensic Photographer 

$45,000 (Range: $35,000 - $45,000) 

One position 
TOTAL-$45,000 

l.g. Forensic Radiology Technologist 
$50,000 (Range: $45,000 - $50,000) 

Two 0.5 FTE positions 
TOTAL-$50,000 
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l.h. Administrator 

$60,000 (Range: $50,000 - $60,000) 

One position 
TOTAL - $60,000 

l.j. Transcription (Clerk Steno III) 

$35,000 
One position 
TOTAL - $35,000 

l.j. Receptionist 
$35,000 
Two positions 
TOTAL-$70,000 

l.k. Records Technician 
$35,000 
One position 
TOTAL - $35,000 

SAT. ARY SUBTOTAL: $L865 million 


ii. Operating Expenses 

ii.a. Body transportation 

TOTAL-$300,000 (estimated) 

ii.b. Autopsy-associated (technical) costs 

Dissecting blades, cleaning supplies, gloves, laundry, etc. 
$200 per autopsy 
TOTAL-$200,000 

ii.c. Field investigator stipend 

For investigators not based in either Regina or Saskatoon. 
Approximately 1000 v cases per year 
Rate of $200 per case 
TOTAL-$200,000 


v Note that a figure 
cases that would be 
approximately 6001 
Saskatoon 


of 1000 investigations was used instead of 1600. This value is a liberal estimate of the number of 
primarily investigated by field investigators in the periphery As such, it is assumed that 
cases would be primarily investigated by salaried senior field investigators in either Regina or 
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Il d ‘ Serviced be provided on a contractual basis by Saskatoon and Regina 
Health Districts 
TOTAL - $50,000 (estimated) 

ii.e. Maintenance of records 

Color digital photo printing, CD archiving, etc. 

Approximately $10.00 per case (1600 medical examiners cases per year) 
TOTAL-$16,000 

ii.f. General office operational expenses 

Estimated cost for both Regina and Saskatoon offices 
TOTAL-$75,000 

ii.g. Technology support, upgrade and maintenance 

Digital cameras for investigators, computer equipment, network 
equipment and servers) 

TOTAL - $50,000 

ii.h. Continuing educational objectives 

For field investigators and medical examiners 
TOTAL-$50,000 

ii.i. Library acquisitions/research 
Books, journals, electronic resources 
Minimal funding for in-house research 
TOTAL-$20,000 

ii.j. Scene vehicles 

Primarily for use by senior field investigators 

Two cars, one for each of Regina and Saskatooon offices 

$1500 per month per car (including lease, license, insurance, fuel) 

TOTAL - $72,000 (estimated) 


OPERATIONAL SUBTOT AL: $1,033 million 


iii. Income from outside sources (estimates) 

• Teaching (courses to outside agencies) = $10,000+ 

• Case consultation (defense attorneys, outside agencies, etc). = $5,000 

• Court testimony on civil cases - $5,000 

• Documentation for insurance and other agencies = $5,000 

• Forensic photography service work = $20,000 
TOTAL - $45,000 
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iv. Indirect savings to the justice system 


• Court testimony of pathologists and investigators is covered within their 
salaries (time only, exclusive of travel expenses) 

. Marked decrease in the number of hours wasted by law enforcement 
investigating cases in which the current system of death investigation is 

unable to provide confident answers , .. 

• Much less likelihood of costly public/judicial inquiry (e.g. the Neil 
Stonechild Inquiry which is likely to cost three or more million dollars) 

TOTAL - $Mil!ions 


v. Estimable costs of current death investigative system on Saskatchewan 
health care 


v.i. Pathologist time 
See data on page 17 

Currently average 960 autopsies per year 

Cost of pathologist salaried time to the health care sector. $550 per 
‘standard autopsy’; $1650 per ‘complex autopsy’ 

Estimating 700 standard, and 260 complex autopsies per year 
TOTAL-$814,000 


v.ii. Administrative and technical support of autopsy service" 

Cost per autopsy is $600 

Assuming this is the average cost province-wide, at 960 autopsies per 
year 

TOTAL - $576,000 


v.iii. Department of medical imaging expenses . 

Cost of technologist time to acquire postmortem images and radiologist 
time to interpret images 
TOTAL - $50,000 (estimated) 


TATAT ^TiMAm.F. COST OF CURR ENT C QRQNERS SYSTEM _QN 
THff HEALTH CARE SYSTEM: $1.44 million 


* Figure provided by Dr Bruce Murray (Head of Laboratory Medicine. Saskatoon Health Region) This does not 
include pathologists’ time. Rather, it includes the cost of autopsy technicians, secretartai support, morgue maintenance. 


Competent Death Investigation 


Page 31 of 37 



Budget Summary 


Mpdiral Examiner _Coroner--———- 

Budget 

$2.898M 

Budget 

$1.332M 



Cost to Health 
Care 

$1.440M 

Total 

S2.898M 

Total 

$2.772M 

Difference between c 

ost of Medical Examiner and Coroners systems: $0.126M_J 


(d) Implementation 

It would be inappropriate to implement a medical examiners system in a 
piecemeal fashion. Without underlying infrastructure, trained personnel and 
proper facilities, a few individuals cannot be expected to fulfill the function of the 
medical examiner department. As such, we recommend the following: 

1. Create a medical examiners commission (which includes the authors of this 
proposal) to oversee the creation of the medical examiner department. 

2. Hire an administrative coordinator to put into action those directives and plans 
of the commission. 

3 With the departure of the current chief coroner: 

a. Appoint an interim chief coroner as directed by the Coroners Act, 1 999. 

b. Appoint Dr. Emma Lew as consultative chief coroner 

i. This is a volunteer (unpaid) position 

ii. The purpose of this position is to facilitate the transition between the 
coroners and medical examiners systems 

c. Appoint Dr. Evan Matshes as consultative coroner 

i. This is a volunteer (unpaid) position 

ii. The purpose of this position is to facilitate/coordinate training for 
current coroners and future field investigators and to facilitate the 
transition between the coroners and medical examiners systems 

4. Establish a training mandate and budget for current coroners to begin the 
transition process. 
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IV. CONCLUSION 

The investigation of sudden, unexpected and violent death is a serious matter to law 
enforcement, family members, and society. When the system fails, cause and manner of 
death remain unexplained, crimes may go unrecognized and/or unpunished, family 
members have important questions that go unanswered, and there is no opportunity to 
recognize and avert preventable deaths. 

Qualified forensic pathologists with a well-trained support staff are essential in 
establishing an efficient, comprehensive system of death investigation. Although this 
requires a significant financial investment, the long-term cost-savings, along with overall 
benefit to law enforcement, the field of medicine, and family members, far surpass the 
dollar figure attached to this proposal. Death investigation has suffered for long enough 
in Saskatchewan. It is time for a change. 
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V. SUMMARY 


1. Death investigation requires medical supervision or overview. 

2. Forensic pathology is a distinct and recognized subspecialty within the practice of 
medicine. 

3 Individuals who are not qualified to practice medicine, and who are not trained as 
forensic pathologists should not be granted the authority to investigate deaths given to 
non-medical coroners under “The Coroners Act, 1999”. 


4. Only certified forensic pathologists should provide forensic pathology service. 

5. With 1600 annual cases of forensic interest, and nearly 1000 forensic autopsies, 
Saskatchewan is busy enough to require at least four certified forensic pathologists. 


6. The creation of a medical examiners system of death investigation with establishment 
of rigid standards of practice and training requirements for all forensic pathologists 
and field investigators is possible within the realm of responsible governmental 
spending. 


7. Two medical examiners offices would be created, one in each of Regina and 
Saskatoon. 


8 All medicolegal autopsies would be performed at these locations by certified forensic 
pathologists (medical examiners) only. All forensic pediatric autopsies would be 
performed in Saskatoon, as would all examinations of badly decomposed, burned or 
skeletonized human remains. 


9 Subject to rigid training and approval by the chief medical examiner, current coroners 
would be offered positions as field investigators. Their role would be to attend non- 
suspicious/non-homicidal death in peripheral areas, collect data, take photographs, 
and communicate with the medical examiner who is the decision maker. 

10. Forensic pathologists (medical examiners) would always be available for attendance 
at death scenes as requested by law enforcement. 

11. Forensic pathologists (medical examiners) will contribute to committees, groups, 
meetings, etc. where forensic pathology expertise is of value to society, law, 
medicine, etc. 

12. Inquests/public inquiries into death are important. However, this function must occur 
independent of the medical examiner department. A committee of individuals 
appointed by the government will review those cases with public or governmental 
request for review, and will recommend to the Justice department which cases will be 
submitted for public inquiry. 
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VII. APPENDIX 


1. The Coroners Act, 1999 . 

2. National Association of Medical Examiners (NAME) Accreditation Checklist 

3. NAME Guidelines for the Utilization of Pathology Assistants in Medical Examiners 

Offices t 

4. Pediatric autopsy recommendation from the Saskatchewan Children s Advocate 

Office [CDR.61(99)] 
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